stances.
In this same period, the Robert Wood Johnson (RWJ) Foundation, in consultation with the NAS, committed $15 million to 44 regional EMS projects (NAS/NRC, 1978b). The program improved availability of and access to emergency services, improved links between system components, upgraded communications and training, and developed community institutions and resources for continuing support of EMS. It demonstrated that the various players in emergency care—including health professionals, local and regional governments, and concerned private organizations—could cooperate effectively (NAS/NRC, 1978b). Efforts to further the adoption of 9-1-1 access systems were successful in nearly half of the projects. More successful were efforts to reduce the variety of different emergency access telephone numbers in use in a system and to identify a primary number for EMS calls.
Through both the federal and foundation programs, as well as local efforts, the level, type, and organization of emergency services were all substantially improved. A steady proliferation of EMS systems was accompanied by establishment of state EMS offices and local EMS councils, widespread state-level legislation setting standards for emergency vehicles and personnel, a large (more than 115,000) and growing number of EMTs, and improved training and staffing for emergency departments (NAS/NRC, 1978a). Also during this period, air transport services (via helicopter or airplane) specifically for medical purposes began to develop (Freilich and Spiegel, 1990).
Progress was not universal or uniform, however, and important issues required further attention. In particular, efforts to develop regional systems were hampered by several difficulties: deciding what constitutes an EMS region, resolving who should determine its size and configuration, and determining how to assess the success of regionalization. A narrow focus on individual system components specified in the 1973 EMSS Act obscured the need for broader planning based on the functional requirements of EMS systems; it also limited the attention given to avoiding or resolving conflicts arising from competing interests among system components (e.g., emergency department resistance to categorization). System evaluation relied on compliance with structural and process standards without addressing outcome or cost-effectiveness. (Even today, outcome and cost assessments are limited, especially for services other than adult cardiac and trauma care.) Inadequate attention to long-term plans for operational funding left someual aid:   reciprocal agreements with neighboring EMS systems or other related agencies to respond to an emergency in the neighboring system when that system cannot respond as effectively
